In 1999, a DSM-V Research Planning Conference was held under joint sponsorship of the APA and the National Institute of Mental Health, the purpose of which was to set research priorities that might affect future classifications. 9 Research planning work groups were formed to develop white papers that would guide research in a direction that would maximize impact on future editions of official diagnostic manuals. The Nomenclature Work Group, charged with addressing fundamental assumptions of the diagnostic system, concluded that it is "important that consideration be given to advantages and disadvantages of basing part or all of DSM-V on dimensions rather than categories." 10, p 12 In particular, they recommended that initial efforts toward a dimensional model of classification be conducted with the personality disorders. "If a dimensional system of personality performs well and is acceptable to clinicians, it might then be appropriate to explore dimensional approaches in other domains." 10, p 13 These research planning work groups were followed by a series of international conferences, the first of which was devoted to setting a research agenda that would be most useful and effective in leading the field toward a dimensional classification of personality disorder. The conference was useful in identifying key points and concerns about shifting to a dimensional classification. 11 Two fundamental concerns raised were the existence of numerous alternative dimensional models 12 and the perceived utility of the personality dimensions. [13] [14] A recommendation from this conference was to work toward a unified integrated dimensional model. Indeed, there are a few alternative dimensional models of personality disorder. 12, [15] [16] However, it is readily apparent that they could be integrated with a common hierarchical structure, as they are attempting to do largely the same thing (that is, identify the fundamental dimensions of personality that underlie and cut across the existing diagnostic categories). A unified model would be advantageous as it is unlikely that any single alternative model would lack significant flaws or limitations that would not be well compensated by the features of another model.
A proposal for such a unified, integrative model was developed at the conference. 12 It consisted of 4 broad domains of general personality structure: emotional dysregulation, compared with emotional stability; constraint, compared with impulsivity; extraversion, compared with introversion; and antagonism, compared with compliance. All but a few of the lower-order personality scales included within each of the alternative dimensional models were placed within these 4 broad domains. For example, included within the domain of antagonism, compared with compliance, are traits such as suspicious; aggressive; callous; manipulative, compared with being trusting; dependent; diffident; and empathic. A fifth domain, unconventionality, compared with closedness to experience, was also considered but only a few of the alternative dimensional models include this domain. However, many of the lower-order scales excluded from the 4 other domains may in fact fall within a broad domain of unconventionality (for example, eccentric perceptions, cognitive distortions, transpersonal identification, and absorption).
An additional, fundamental concern regarding any shift toward a dimensional model of personality disorder is clinical utility. 14 In a special issue of the Journal of Abnormal Psychology devoted to a shift toward a dimensional model of psychopathology, First argued that "the most important obstacle standing in the way . . . is questions about clinical utility." 13, p 561 The ultimate consumer of a dimensional model of personality disorder is the practising clinician and any effort to develop such a model for an official diagnostic nomenclature should consider the opinions and preferences of these clinicians who must use the classification within their clinical practice. 13, [17] [18] Their input is particularly relevant as it has been suggested that clinicians will not find the dimensions included within alternative dimensional models to be clinically useful. 13 The purpose of our study was to obtain the opinions and preferences of practising clinicians about the clinical utility of respective personality scales included within 8 alternative dimensional models of personality disorder for inclusion within an official diagnostic manual. Both psychiatrists and clinical psychologists from 2 countries were surveyed. The 149 personality scales included within this survey were obtained from the dimensional models of the EPQ, 19 the TCI, 20 the MPQ, 21 the NEO PI-R, 22 the PAS, the SNAP, 24 the DAPP-BQ, 25 and the SWAP-200. 26 The 149 scales included within these 8 alternative dimensional models were chosen for this study as they represent the models that are being most widely discussed and researched. 12, [15] [16] 27 Method Participants Four populations of clinicians were sampled from their respective professional associations: psychologists and psychiatrists from the United States and the Netherlands (900 to 1000 sampled from each). Response rate was 12% (US psychologists), 12% (US psychiatrists), 12% (Dutch psychiatrists), and 8% (Dutch psychologists). Each Dutch participant received all 149 scales organized within 5 domains of personality (described further below). Each US participant was randomly assigned to receive respective personality scales within 3 of the 5 domains (order was randomized). The sample was predominantly male (64%) and Caucasian (72%). The clinical experience of the participants ranged from 1 to 37 years, with a mean of 26 years since earning their degree. Most were full-time clinicians, spending an average of 72% of their time in clinical practice. Various theoretical backgrounds were represented (60% cognitive, 56% psychodynamic, 49% behavioural, 33% interpersonal, 16% humanistic, 37% neurobiological, and 7% other; each clinician was allowed to endorse more than one orientation). The number of participants who provided ratings for each respective domain from each respective country and profession are provided in Tables  1 to 5 .
Materials
Each participant received a set of scales from 1 or more of the 4 domains identified at the APA conference on dimensional models of personality disorder. 12 The names of the domains proposed by Widiger and Simonsen 12 were not provided to the clinicians to not bias them toward any one particular conceptualization of that domain. Instead, the alternative names provided by the various authors of the alternative dimensional models were presented. For example, instead of emotional dysregulation, we provided the various alternative names of emotional dyscontrol, neuroticism, negative affectivity, affect instability, inhibition, negative emotionality, and harm avoidance. Hereafter, we will refer to the respective domains as Domain I to IV. Also included in this study are the personality trait scales that could be included within a fifth proposed domain proposed at the conference, unconventionality, compared with closedness to experience (titled herein as Domain V). We also surveyed the clinicians about whether they believed an unconventionality domain involving cognitive-perceptual aberrations or healthy personality traits should be included in a diagnostic manual. Participants from the Netherlands completed questionnaires that were translated from English to Dutch. Translation occurred through a back-translation process, with 2 independent translators who discussed any discrepancies until they agreed on the translation.
Results
The participants indicated that they were generally uncertain whether a domain of cognitive-perceptual aberrations should be included, with no significant differences across profession (psychologists = 3.44; psychiatrists = 3.50 [F = 0.25, df = 1,374, P = 0.62]) or country (US = 3.38; Dutch = 3.55 [F = 2.45, df = 1,374, P = 0.12]). Participants also lacked a strong opinion, either for or against, regarding whether the diagnostic manual should include normal personality traits, and there were again no differences across profession (psychologists = 3.24; psychiatrists = 3.16). However, people from the Netherlands (mean = 3.40) considered the inclusion of normal personality traits as relatively more useful than individuals from the United States (mean = 2.95), F = 10.26, df = 1,372, P < 0.001. Table 1 provides the mean ratings for the 33 personality scales that could be included within the domain called (in this study) extraversion, positive affectivity, sociability, positive emotionality, or activity (note 4 scales are repeated across models). It is evident that there were very few differences between countries and professions, and only one country by profession interaction. Nine of the scales received a mean score in the range of uncertain (for example, interpersonal disesteem from the DAPP-BQ and straightforwardness from the NEO PI-R). Psychiatrists and psychologists identified 20 scales that probably should be included. A diagnostic manual could not realistically include all 20, and probably should not as there is clearly some redundancy. We therefore organized the 20 scales into groups on the basis of consensus judgment and prior factor analytic research. 12, 15, 16, 25 Nine groups of scales were identifiable: avoiding social activities (that is, social avoidance, aloofness, intimacy problems, detachment, shyness, schizoid orientation), attachment (that is, attachment, insecure attachment), sociability (that is, gregariousness, sociability, social closeness, social potency), assertiveness, thrill-seeking (that is, excitement-seeking, stimulus-seeking), expression (that is, exhibitionism, restricted expression), optimism, activity, and histrionic sexualization. Within each respective grouping, one scale obtained significantly higher ratings than all of the others. For example, social avoidance obtained significantly higher ratings than the other 5 scales within that group. The one exception was that there was no statistically significant difference between stimulus-seeking and excitement-seeking (t = 1.40, df = 304, P = 0.16) within the thrill-seeking group, so the choice between them would be arbitrary. On the basis of these analyses, the 9 scales obtaining the highest ratings and appearing to be relatively less redundant were social avoidance (DAPP-BQ), attachment (TCI), gregariousness (NEO PI-R), assertiveness (NEO PI-R), stimulus-seeking (DAPP-BQ), restricted expression (DAPP-BQ), optimism (PAS), activity (NEO PI-R), and histrionic sexualization (SWAP-200). Table 2 provides the mean ratings for the 33 personality traits included within a domain referred to in this study as antagonism, aggressiveness, dissocial, or uncooperativeness. There were again very few differences between countries and professions, and only one country by profession interaction. One scale, the aggressive scale (from the MPQ, PAS, and SNAP) received a score of 4.52, indicating it must be included. The psychiatrists and psychologists indicated that 3 scales probably should not be included: SWAP-200 oedipal conflict (46% indicated it had low clinical utility, and 34% said that it did not belong in this domain); TCI congruent second nature (51% indicated it had low clinical utility, and 17% indicated it did not belong); and TCI pure-heartedness (54% indicated it had low clinical utility, and 24% said that it did not belong).
Domain I

Domain II
The psychiatrists and psychologists indicated that 19 scales probably should be included. These scales fall into 9 groups of hostility (that is, hostility, angry hostility), altruism (that is, altruism, empathy, compassion), trust-mistrust (that is, mistrust, trusting, suspiciousness), entitlement (that is, entitlement, narcissism), compliance (that is, compliance, dependency, submissiveness), antagonistic behaviours (that is, conduct problems, passive oppositionality), manipulative, alienation, callousness, and psychopathy. Within each grouping, one scale obtained significantly higher ratings than all of the others, with one exception. There was no significant difference between angry hostility and hostility (t = 0. 71, df = 303, P = 0.48). On the basis of these analyses, the 10 scales obtaining the highest ratings and appearing to be relatively less redundant were aggressiveness (MPQ, PAS, SNAP), empathy (TCI), manipulative (SNAP), callousness (PAS), psychopathy (SWAP-200), angry hostility (NEO PI-R), mistrust (SNAP), narcissism (DAPP-BQ, SWAP-200), dependency (PAS, SNAP, TCI), and conduct problems (DAPP-BQ). Table 3 provides the mean ratings for the 33 personality scales included within a domain referred to in this study as constraint, conscientiousness, compulsivity, or persistence. One scale, compulsivity from the DAPP-BQ, received a score of 4.50, indicating that it must be included. The psychiatrists and psychologists indicated 16 scales probably should be included. These scales could be said to fall within 6 groups of order (that is, perfectionism, control, order, disorderliness), responsibility (that is, responsibility, irresponsibility, conscientiousness), effortfulness (that is, self-discipline, dutifulness, eagerness of effort), impulsivity (that is, impulsivity, risk-taking, stimulus-seeking), ambitiousness (for example, ambitiousness, achievement-striving), and obsessionality (the number of groups vary across domains due in part to variation in number of scales in each domain and extent of redundancy). Within each grouping, one scale obtained significantly higher ratings than all of the others, with the exception that there was no significant difference between perfectionism and control, t = 1.09, df = 318, P = 0.28. On the basis of these analyses, the 7 scales obtaining the highest ratings and appearing to be relatively less redundant were compulsivity (DAPP-BQ), perfectionism (TCI), irresponsibility (PAS), self-discipline (NEO PI-R), impulsivity (EPP/NEO PI-R/PAS/SNAP/TCI), achievement-striving (NEO PI-R), and obsessionality (SWAP-200). Table 4 provides the mean ratings for the 39 personality scales included within the domain identified in our study as emotional instability, emotional dyscontrol, neuroticism, or negative affectivity. The psychiatrists and psychologists judged that only one of the scales probably should not be included: oedipal conflict. Forty-four percent indicated it had low clinical utility, and 27% said that it did not belong in the respective domain.
Domain III
Domain IV
The psychiatrists and psychologists indicated that 25 scales probably should be included that could be said to fall within 9 groups of emotional instability (that is, emotional dysregulation, affective lability), anxiety (that is, anxiousness, anticipatory worry, fear of uncertainty, hypochondriasis), depression (that is, depressiveness, dysphoria), self-harm (that is, suicide potential, self-harm), hostility (that is, irritability, angry hostility), vulnerability (that is, vulnerability, stress reaction, sensitivity), self-perception (that is, worthlessness, inferiority, identity problems, self-acceptance), outlook (that is, optimism, pessimism), and neurotic social intimacy (that is, intimacy problems, alienation, insecure attachment, social avoidance). There were 3 instances with no significant difference between the highest rated scales within a particular group (between suicide potential and self-harm; between inferiority, identity problems, and worthlessness; and between optimism and pessimism). Therefore, the 9 scales obtaining the highest ratings, which appeared to have the least amount of redundancy, were affective lability (DAPP-BQ), anxiousness (DAPP-BQ, EPQ NEO, PI-R), depressiveness (NEO PI-R, PAS), suicide potential (DAPP-BQ), irritability (PAS), stress reaction (MPQ), inferiority (EPQ), pessimism (PAS), and intimacy problems (DAPP-BQ).
Domain V
The psychologists and psychiatrists indicated that 11 of the 19 scales included within a domain identified as unconventionality, openness to experience or intellect, probably should be included. These scales fell into 5 groups of disturbed cognition (that is, cognitive distortions, perceptual cognitive aberrations, schizotypal thought, thought disorder), openness (that is, openness to feelings, openness to fantasy, openness to actions, openness to ideas), dissociation, eccentricity, and rigidity. The 5 scales obtaining the highest ratings that appeared to have the least amount of redundancy were cognitive distortions (DAPP-BQ), openness to fantasy (NEO PI-R), dissociation (SWAP-200), eccentricity (PAS), and rigidity (PAS).
Discussion
A useful source of input for determining what dimensions of personality are included within a diagnostic manual are the preferences of practising clinicians. The ultimate consumers of a dimensional model of personality disorder will be clinicians, and efforts to identify which personality scales should be included in an official diagnostic nomenclature should at least consider clinicians' opinions, as they would actually be using the scales within their clinical practices to describe the adaptive and maladaptive traits of their patients. 13, 17, 18, 28 Table 6 provides the final list of 40 personality scales that psychiatrists and psychologists judged probably should be included.
The clinicians surveyed in our study were asked whether it would be useful to include healthy personality traits within the diagnostic manual. Neither the psychiatrists nor the psychologists indicated a strong opinion (though it should be noted that clinicians from the Netherlands considered their inclusion to be more useful than those from the United States). When selecting among the normal and abnormal personality traits, the clinicians did generally favour the inclusion of abnormal traits relative to healthy, adaptive traits. Seventy-eight percent of the traits describing abnormal functioning were recommended for inclusion, relative to 52% describing healthy, adaptive personality functioning. However, when provided with personality scales referring to healthy, adaptive personality (for example, from the MPQ, NEO PI-R, or TCI), both the psychiatrists and the psychologists did identify many of them that they felt should be included (for example, scales assessing assertiveness, gregariousness, empathy, achievement-striving, and self-discipline) ( Table 6 ).
The inclusion of normal traits within a diagnostic manual would represent a fundamental expansion in coverage; however, there is precedent for their inclusion within the official psychiatric nomenclatures of Cuba and China. Benefits of their inclusion would be the provision of a more comprehensive and specific description of each individual's personality structure, and identifying personality strengths as well as deficits, 12 some of which would be related to treatment responsivity (for example, openness to fantasy and self-discipline).
An additional finding was the lack of predominance of one alternative dimensional model relative to all of the others. Both the psychiatrists and the psychologists supported the inclusion of a majority of the scales from all 8 of the alternative models that were compared, supporting the position that each alternative dimensional model does have favourable strengths and that a dimensional model included within an official diagnostic nomenclature should probably represent a unified, integration of these alternative options rather than simply choosing any single one of them. 12 However, there was some variation across the alternative models that should be acknowledged. The models for which at least 79% of the The fact that the MPQ and the NEO PI-R were not endorsed as strongly as the others is perhaps not surprising, as they were not in fact constructed for the purpose of clinical application.
Only 3 scales were rejected outright (that is, oedipal conflict from the SWAP-200, and congruent second nature and pure-heartedness from the TCI). It is possible that oedipal conflict was rejected because it did not fit comfortably within any one of the broad domains of personality functioning considered in this study. Inconsistent with this hypothesis is that the predominant reason for its rejection in 3 separate instances was low clinical utility. It should be noted though that the oedipal conflict scale is also referred to as histrionic sexualization, 29 and this alternative conceptualization was endorsed by the clinicians as clinically useful.
However, a list of 40 scales may still be considered too long to include within a diagnostic manual. If clinical opinion is continued to be used to help guide the selection, a subsequent study could survey clinicians to identify which 5 (or 3 or 4) scales from each domain should be given priority. Of course, there are other concerns beyond clinical utility that are important and would need to be taken into consideration when
making decisions about what scales should be included within a diagnostic manual. All else considered equal (which it is not), the validity of a dimensional model of personality structure should perhaps be provided greater weight than clinical opinion as to the usefulness of the respective constructs. However, as was the case in the development of DSM-IV, there are a wide number of alternative empirical validators that should be considered when revising a diagnostic manual, and it is not always clear which particular validator(s) should receive particular weight when they have conflicting implications. [31] [32] We do feel that clinical opinion as to the usefulness of the personality scales was particularly relevant in this instance, as it has been argued that clinicians would not find them to be useful. 13 This list of personality scales uniformly recommended by psychiatrists and psychologists can be considered a useful step toward an eventual integration of alternative dimensional models into a common, hierarchical structure. We suggest that any official diagnostic nomenclature that includes a dimensional model of personality dis-order should include at least a subset of the final set of 40 scales, as these are the personality traits that clinicians, including psychologists and psychiatrists, indicate would be clinically useful.
Limitations
One limitation is our study only provided the names for each scale. It is certainly possible that clinicians would better appreciate what is involved in a scale if they understood more fully the nuances of respective constructs or had more experience with its application in clinical practice. For example, both oedipal conflict and pure-heartedness received ratings: probably should not be included. If these constructs had been more fully described, it is possible that those scales might have received a higher rating. Nevertheless, we do believe that clinicians did have an adequate understanding of most of the items (for example, aggressive, workaholism, competence, ambitiousness, risk-taking, perfectionism).
A second limitation may be the exclusion of additional dimensional models. However, the inclusion of all of the scales from the 8 alternative dimensional models made the current data collection somewhat labourious for participants. Including additional models would likely have decreased the response rate even further. Additional models that could have been added include the 3 polarities model of Millon 32 and the interpersonal circumplex. 33 It may also be useful to ask more precise questions regarding clinical utility (for example, usefulness for treatment planning, usefulness for communication with other professionals).
Conclusions
We obtained the opinions and preferences of practising clinicians from 2 professions and 2 countries about the desirability of respective personality scales from 8 alternative dimensional models. Results showed little to no differences based on profession or country. We also found that clinicians did not prefer one particular model. Each model included scales that the clinicians described as useful. Additionally, across the 5 domains, participants endorsed that healthy traits probably should be included. The results are an important step in working toward a unified, integrative dimensional model of personality disorder for inclusion within an official diagnostic nomenclature. 
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Résumé : Les dimensions de la personnalité : perspectives des cliniciens
Objectif : Cette étude avait pour but d'obtenir les opinions et préférences des cliniciens actifs en ce qui concerne l'utilité clinique des échelles de la personnalité comprises dans 8 modèles dimensionnels alternatifs du trouble de la personnalité à inclure dans une nomenclature diagnostique officielle.
Méthode : Des psychiatres (n = 226) et psychologues (n = 164) de 2 continents ont fourni des cotes d'utilité clinique à des échelles de la personnalité organisées d'après 8 modèles dimensionnels alternatifs du trouble de la personnalité.
Résultats :
Les psychiatries et les psychologues ont soutenu l'inclusion d'une majorité des échelles de tous les 8 modèles qui ont été comparés. Les traits normaux de la personnalité ont été approuvés bien que les traits anormaux de la personnalité aient généralement reçu des niveaux plus élevés d'approbation. La liste des traits approuvés a été réduite encore plus par l'organisation des échelles en groupes selon la redondance au sein de chacun de 5 grands domaines, puis en sélectionnant dans chaque groupe l'échelle qui recevait la cote la plus élevée.
Conclusions :
Cette liste semble représenter chaque domaine d'une manière exhaustive dans sa couverture du domaine respectif ainsi que sa représentation des forces particulières de chacun des modèles dimensionnels alternatifs, du moins en ce qui concerne les préférences énoncées des psychiatres et psychologues.
